Purpose: Recent evidence supports the prognostic significance of frailty for functional decline and poor health outcomes in patients with chronic kidney disease. Yet, despite the development of clinical tools to screen for frailty, little is known about the experiential impact of screening for frailty in this setting. The Frailty Assessment for Care Planning Tool (FACT) evaluates frailty across 4 domains: mobility, function, social circumstances, and cognition. The purpose of this qualitative study was as follows: 1) explore the nurse experience of screening for frailty using the FACT tool in a specialized outpatient renal clinic; 2) determine how, if at all, provider perceptions of frailty changed after implementation of the frailty screening tool; and 3) determine the perceived factors that influence uptake and administration of the FACT screening tool in a specialized clinical setting. Methods: A semi-structured interview of 5 nurses from the Nova Scotia Health Authority, Central Zone Renal Clinic was conducted. A grounded theory approach was used to generate thematic categories and analysis models. Results: Four primary themes emerged in the data analysis: "we were skeptical", "we made it work", "we learned how", and "we understand". As the renal nurses gained a sense of confidence in their ability to implement the FACT tool, initial barriers to implementation were attenuated. Implementation factors -such as realistic goals, clear guidelines, and ongoing training -were important factors for successful uptake of the frailty screening initiative. Conclusion: Nurse participants reported an overall positive experience using the FACT method to screen for frailty and indicated that their understanding of the multiple dimensions and subtleties of "frailty" were enhanced. Future nurse-led FACT screening initiatives should incorporate those factors identified as being integral to program success: realistic goals, clear guidelines, and ongoing training. Adopting the evaluation of frailty as a priority within clinical departments will encourage sustainability.
Introduction
Frailty may be conceptualized as "a clinically recognizable state of increased vulnerability that results from age-associated decline in reserve and function across multiple physiologic systems, such that the ability to cope with acute stressors is comprised". 1 Multiple studies detail the increased risk of poor outcomes associated with frailty, [2] [3] [4] [5] therefore, the risk to benefit trade-off of standard treatment options (including renal replacement therapies) may need to be reframed when frailty is present.
Patients with chronic kidney disease (CKD) are at increased risk of developing physical dysfunction, cognitive impairment, and frailty. 6 With an aging population, the increasing prevalence of frailty has shifted treatment perspectives for CKD. [7] [8] [9] [10] As a result, patients with CKD and frailty often face complex decisions with regard to treatment options.
Routine identification of frailty offers opportunities to better understand the impact of frailty on outcomes that matter to patients and informs the medical decision-making process at the frontline of care. 11 Furthermore, because cognitive impairment is a key driver of frailty, the identification of memory loss has implications for how patients and providers approach complex medical decisions or implement complex treatment regimens. 12 In this situation, further involvement of family is necessary to ensure understanding of and compliance with treatments.
The Palliative and Therapeutic Harmonization (PATH) process was developed to meet the growing need for standardized, evidence-informed guided decision-making in frailty. 13 PATH attempts to address the gap in care affecting frail older adults who are not actively dying but whose precarious health situations limit the effectiveness of targeted treatments and interventions. Using comprehensive assessment tools to map out appropriate care options based on frailty burden and patient values, PATH empowers patients and their families to make informed decisions that promote optimal outcomes.
As a first step, PATH relies on the Frailty Assessment for Care Planning Tool (FACT), 14 ,15 a practical and interpretable frailty screening tool for non-geriatricians to identify which patients are appropriate for full PATH assessment. The FACT was developed to overcome common barriers to frailty identification and uses the descriptors within the Clinical Frailty Scale (CFS). 16 Distinguishing features of the FACT method include its focus on collateral report and the inclusion of validated cognitive screening tests (Table 1 ). Benefits to its use include the ability to pinpoint the area acting as a frailty driver; the refined ordinal frailty scaling approach is divided into frailty's four key domains; mobility, social situation, function, and cognition.
A recent study 17 compared the reliability of the FACT method with the CFS (which relies on clinician gestalt judgment) using the Frailty Index as the gold standard measure. 18 Compared to the CFS, the FACT correlated better with the Frailty Index (Pearson r=0.72 for the FACT versus r=0.56 for the CFS). However, unlike the Frailty Index, the FACT has the advantage of identifying the clinical drivers of frailty for each patient, which can be of value for guided decision-making. The FACT method was therefore selected for this qualitative study of screening for frailty in the nephrology clinic.
The purpose of this study was to: 1) explore the nurse experience in administering the FACT in a specialized outpatient renal clinic; 2) determine how, if at all, their perceptions of frailty changed after initiating routine screening; and 3) determine the factors that influence uptake and administration of frailty screening tools in specialized clinical settings.
Methods renal PATh clinic
To identify and respond to frailty in CKD patients, the Nova Scotia Health Authority, Central Zone Renal Clinic adopted the methodology of the PATH program and created their own iteration called the Renal PATH clinic. If frailty is identified through FACT screening, CKD patients are referred to the Renal PATH clinic for further assessment and guided decision-making using the more thorough and standardized PATH assessment of frailty, followed by a semi-structured approach to patient/family communication. Through these steps, Renal PATH enables care providers to carefully consider appropriate treatment modalities and supports patients/families to make choices that best suit their individual frailty and circumstances. 13 The PATH trained nephrology-based nurse practitioner, who runs the Renal PATH clinic, was identified as a clinical champion and co-investigator.
Participants and settings
The study was conducted in the Renal Clinic at Dalhousie University. The Renal Clinic services outpatient nephrology referrals within the largest region in Nova Scotia, with a catchment area of 800,000 people. Nurse participants from the Renal Clinic were invited to join the study. Inclusion 
845
Frailty screening in renal disease criteria for the study required that participants: 1) were nurses working in the Renal Clinic; 2) were trained to use the FACT screening tool; 3) have participated in the FACT screening from project initiation and throughout the 24 months of the study; and 4) were English speaking. All participants provided written informed consent prior to data collection. The study was approved by the Research Ethics Board of the Nova Scotia Health Authority (File number 1015588).
nurse participant FACT training
The FACT 14, 15 is an easy-to-administer frailty screening tool for non-geriatric experts designed to reliably identify and stage frailty in any clinical setting that serves an older patient population. The FACT uses similar staging descriptors to the CFS; 16 however, it relies on collateral reporting and the inclusion of validated cognitive screening tests using the Mini-Cog 19 and the memory axis of the Brief Cognitive Rating Scale 20 to establish baseline health status and cognitive capacity. The Mini-Cog tests cognition using the following sequence: the repetition of 3 unrelated words, the ability to draw an analog clock face, and recall of the 3 words following the clock-drawing test. The Brief Cognitive Rating Scale (memory axis) tests the ability to recall current events, the current US president, and the names of children or spouse. Other frailty domains, including mobility, function, and social circumstance scores are assigned according to the caregiver's (collateral) report of the patient's baseline status.
The clinic nurses received two 1-hour sessions describing frailty, its clinical significance, and the FACT method of screening. The PATH program coordinator acted as a liaison support between PATH and the frailty screening initiative; she scheduled routine check-ins with the nurse screening group to gather feedback and answer questions, assisted with troubleshooting, oversaw the data collection and entry, and promoted adherence to initiative guidelines throughout the study period.
research design
The study employed a descriptive design and modified constructivist grounded theory to extract, analyze and assess core "themes" emerging from the nurse experience in administering the FACT screening tool. As the leading qualitative method in health science research, grounded theory relies on inductive and deductive methods in a process that builds theory and broad concepts from unstructured qualitative data. 21, 22 Data undergoes constant comparison analysis to root out relationship patterns and overarching categories that lead to a substantive theoretical output. 23 Grounded theory functions well in the health and medicine setting to capture and understand common experiences and explain variation in a logical manner. A semi-structured interview format was selected to guide the direction of the focus group discussion. The question probes were developed following a review of the literature and were based on the primary research questions. The probes were not designed to identify relationships in the interview data, but to gain insight into the nurses' opinion and to explore the nature of their experiences. Examples of probe questions used to guide group discussion include: What does screening for frailty mean to you? What was your experience implementing the FACT tool? What did you find helpful about the FACT tool? What did you find challenging about using the FACT tool? Do you have a different understanding of frailty after using the FACT tool? What does screening for frailty mean to you? What advice would you give to other groups considering implementation of the FACT tool? The 24-month long experience of integrating the frailty screen into the Renal Clinic routine was considered from the time of introduction to discussions of future directions.
Data collection and methods of analyses
The interviews were transcribed verbatim. Data analysis was completed by 3 members of the research team. Using the guidelines for grounded theory analysis, 24 the transcripts were examined and read line-by-line to identify significant excerpts and passages from the discussion, raw data was broken into discrete parts and sorted under conceptual headings. The research team members identified and uncovered emerging themes and developed an open coding framework for the data. Meaningful statements were used to generate specific codes, which were then used to create a scheme using Atlas.ti 6.2 qualitative data analysis software.
Direct focus group interview quotes, terms, and statements were used to support and personalize the data. Participant quotes are presented between quotation marks. The quotes have been de-identified and edited for grammatical clarity.
Results
Five nurses (4 registered nurses and 1 licensed practical nurse) took part in the focus group interview process; this sample represents the entire Renal Clinic nursing staff. Participants were all female. All participants had over 10 years of nursing experience.
Four main themes emerged during the data analysis: hesitancy ("we were skeptical"), adaptation ("we made it
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Moffatt et al work"), development ("we learned how"), and internalization ("we understand") ( Table 2 ). These themes are described in greater detail in the following text.
Theme 1: we were skeptical (hesitancy)
The Renal Clinic nurse participants described their first reactions to the FACT frailty screening initiative, including the hesitation they originally felt.
The unknown
The nurse participants invariably described that structured frailty screening was a new approach that had not previously been a component of their clinical training or experience. The goal of the new program, which was to give nurses the ability to identify frailty, was initially considered to be peripheral to the nursing role. Feelings of hesitation arose from the nurses' early inability to anticipate how knowledge of frailty status would impact the clinical care of their patients and because frailty assessment was outside their "comfort zone". Identifying and addressing frailty required a shift in practice that seemed "formal" and "structured", compared to an ad hoc, gestalt approach to frailty ("the eyeball test"), which was a method used by some nurses in the clinic. A common observation was that it was "unusual" to engage patients and caregivers in the manner required by the FACT (ie, objective cognitive testing and collateral report of the patient's situation).
The challenges
Each nurse participant reflected on the impediments to effective implementation of the frailty screening initiative. Perceived challenges varied with each nurse. Challenges included 1) difficulty gaining support from physicians, and 2) feasibility constraints, especially during implementation; for example, one nurse participant expressed that Renal Clinic team members did not initially understand the purpose of the initiative. Some nurses felt that engaging collateral informants to take part in the FACT screen required too much effort. Despite some gains, certain issues posed ongoing challenges for the Renal Clinic nurses, such as the FACT requirement to obtain input from a collateral historian (such as a family member), which is an important part of the standardized process, as individuals with cognitive impairment tend to overestimate their functional abilities. 25 Therefore, the Renal Clinic nurses had to routinely encourage collateral historians to accompany patients to their appointments, which was primarily accomplished through phone calls ahead of appointments, with reminders to this effect.
Building support
We began the process of frailty screening by involving and educating the Renal Clinic nurses about the importance of considering frailty. A central challenge during the initial stages of the project was the nurses' perception that the clinic nephrologists (physicians) were not supportive of the FACT initiative and did not understand the rationale for frailty screening. The nurses noted that most of the clinic physicians were not "engaged" in the process and that they rarely inquired about FACT screening results.
The nurses expressed feelings of concern about the process and questioned the benefit to patients as revealed by the statement:
[…] are we going to put all of our time and effort and energy into this and there's going to be nothing done with it? Is this going to be another one of these 'make work' projects?
Another nurse participant echoed this reaction in the following comment: "If it involves people's time, there has to be some perceived benefit for it, because if not, it's a hard sell". To respond to this concern, the protocol for the initiative included a stipulation that any patient who screened positive for frailty (mild or above) would be referred to the Renal PATH clinic for further assessment in order to take frailty burden into account when making treatment and care planning decisions.
Feasibility
The issue of time constraint was a concern for all the nurses, especially in the beginning, when they were less accustomed to administering the FACT. All the nurse participants remarked that the time required for FACT administration was Theme 2: we made it work (adaptation)
The second major theme depicts the methods by which the Renal Clinic nurses made accommodations to integrate, gain support for, and implement the FACT frailty screening initiative.
Adapting to change
The tempo at which the initiative was introduced to the Renal Clinic nurses left little time for second thought. The initiative encouraged the nurses to exercise a collaborative approach and the nurses spoke about the need for behavioral change on a relational level. One nurse participant observed:
We share a lot of information Working "cooperatively" and maintaining "flexibility" were interpersonal strategies that were emphasized during implementation. Additionally, the nurse participants discussed the minor modifications to their practice that made application of the FACT easier.
gaining support
Throughout the frailty screening initiative, the nurses felt they were compelled to "cheerlead" for the FACT tool, and promote it to clinic staff and physicians. The nurse participants admitted that as they began to appreciate the prevalence and significance of frailty within the Renal Clinic patient population, they became advocates for the continued use of the frailty screen. They perceived their efforts to be largely successful, and reported gaining the support of many of the clinic nephrologists and administrators. Recognizing that, "Some will take more of a keen interest than others".
Patient/caregiver experience
A sense of commitment to the patients' and caregivers' understanding of the program was of central importance for the Renal Clinic nurses. Nurse participants described taking the time to introduce the screening tool before administering it, and answering questions that arose from the assessment. One nurse participant added that, "I think it depends on whether you've had previous interactions with the patient or caregiver […] if it's a new patient, it's often more challenging". Discussing the outcomes of the frailty assessment with caregivers, when asked, proved to be a delicate task, though one nurse participant mentioned, "most people aren't surprised" [to learn that the screen identified frailty]. With experience, the nurses developed strategies to appropriately manage these conversations, although they agreed that the approach to conversations about frailty "is not one size fits all".
Theme 3: we learned how (development)
The third theme centered on the didactic aspect of the nurses' development, specifically the learned approaches and the selfassuredness that stemmed from their educational gains.
Developing approaches
Despite the fast pace in the Renal Clinic, the nurses made adjustments to accommodate the FACT screening initiative. Changes in clinic routine were established within the first few months. One nurse participant pointed out: 
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The nurse participants explained that they had to modify their dialogue with patients and caregivers to streamline the initiative within their usual care. They regularly exchanged information about scores and outcomes to assist with their own learning and admitted that implementing the FACT was "very different nursing" compared to their customary approach.
Measuring frailty
Repeatedly, the nurse participants commented that the frailty screening initiative had been an "eye-opening" experience. They recounted several anecdotes about the "unexpected" nature of some of the assessment results, and were surprised by how well the FACT picked up the subtle presence of frailty, which would have possibly been overlooked. After implementing the FACT, one nurse participant commented:
And then you kind of think, oh my God, we've been doing As a result of being given the task of measuring frailty, nurses took ownership of the FACT initiative and learned, through experience, how to better appreciate frailty as an important indicator of health status. One nurse participant said, "I think we've always looked at frailty primarily from a physical point of view". Other nurse participants agreed, adding that they no longer "assume" but now "perform deeper assessments", specifically related to cognition, than they had done previously.
Implementation
During the course of the frailty screening initiative, the nurses were reticent to ask for clarification on how to use the FACT tool, and frequently referred to their training materials. Improvements in the clarity of the FACT tool were made at the halfway point of the initiative by adjusting the wording of some of the frailty stage definitions. The nurse participants felt that regular updates improved the "uncertainty" of how to implement the FACT.
Building confidence
As the nurses became more comfortable with frailty screening, they gained confidence in their ability to implement the FACT tool and interpret its results. The high prevalence and degree of frailty detected amongst the Renal Clinic patients aged 75 years and over reinforced their sense of certitude in the process and they began to notice the subtler aspects of frailty. Sixty-seven percent of the population screened were frail: 44% were mildly frail, 17% were moderately frail, and 6% were severely frail. As one nurse participant said:
If we're wondering about a patient, even if they don't meet age inclusion criteria [for screening], we'll often do the FACT along with our assessment so we can quantify their level of frailty.
The nurse participants added that personal growth and self-assuredness were a positive result of the frailty screening work, "in ways that we probably didn't expect it to be, not in measurable ways […] it just changes your overall perspective". The other nurse participants validated this statement by describing the individual benefits they perceived, and the shared feeling that they each "put their own value on it".
Theme 4: we understand (internalization)
At the conclusion of the focus group discussion, each nurse participant was asked to reflect on the overall experience of adopting the FACT in their clinic. Data analysis helped to derive the final theme "We understand" from this section of the dialog. From the main theme, 2 primary descriptors emerged: 1) the consideration and recognition of frailty as a crucial determinant of health; and 2) the clear value that FACT brought to their role as healthcare providers.
recognizing frailty
During the implementation process, the nurses developed an appreciation for the importance of frailty and identified their earlier "observations" as less informed by comparison. 
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Value added
While describing their general perception of the FACT as a systematic approach to evaluating frailty, the nurse participants offered a decidedly positive response and unanimously considered the tool to be of great value. They cited numerous examples of how the FACT improved their expertise as renal nurses and as one nurse participant remarked:
[…] personally, after doing them, I can see the benefit of how I look at the frail patient and their overall care […].
I find it helps my own assessment, which benefits the patient and their family in the long run.
Another nurse participant described that having the patient's frailty score was "significant" for the overall assessment and care planning of that particular patient. One nurse participant summarized the general feeling of the Renal Clinic nursing staff toward the FACT initiative by saying; "If we feel that using the tool adds value in enhancing patient care, then we will continue to use it".
general perceptions of frailty screening
The nurse participants were asked to discuss how frailty detection in the Renal Clinic differed before and after the FACT screening initiative. The moderator used the following prompt "What does screening for frailty mean to you?" Some initial descriptors of the FACT included, "structured", "prioritization", "communication", and "training".
Further exploration revealed that the use of a collateral historian, as opposed to the standard of patient self-report, was beneficial for gaining accurate baseline information. The nurse participants added that this approach to frailty screening facilitated a valuable opportunity for interaction between the collateral/caregiver and the nurse. Furthermore, the nurse participants described situations that provoked them to have earnest conversations with family members:
I've had some family members say that it was really an eyeopener for them on how their loved one […] was a lot more frail, once we put it in those terms, than they thought.
The nurses identified that the standardized language of the FACT led to clear communication among staff regarding the frailty status of their patients. Objective cognitive testing was described as an "interesting" part of the assessment and was weighted heavily as a positive measure for efficiently gauging the cognitive capacity of their patients. They also agreed that having a straightforward protocol for the implementation of the FACT tool allowed them to adjust to the new approach and learn at their own pace, as they were able to refer to the implementation guidelines, as required. This self-directed assimilation period was discussed in further detail and was hypothesized to be the catalyst for a shift in overall perspective:
Our specialty here is kidneys, but this kind of helps us to get an idea of overall health, and how that will kind of intertwine with the health of your kidneys. So that instead of just looking at this one little picture, we're looking at the whole picture.
Despite the challenges, having an organized, standardized approach to screening for frailty was thought to be of significant benefit. The nurse participants agreed that making the frailty screen a clinical priority was imperative to achieve cooperation and teamwork in pursuit of a common goal. The nurse participants also outlined several factors they believed contributed to clinical short-sightedness with respect to frailty, including: "lack of leadership", "lack of knowledge or understanding of frailty", and "lack of initiative". These "cons" were discussed as factors that would work against the successful identification of frailty in a general sense and were not specifically linked to their particular clinic or the FACT tool itself.
During analysis, the content of this portion of the discussion was separated into 2 categories; reasons for FACT frailty screening success (as identified by nurse participants) versus barriers to adoption (see Table 3 for summary of factors).
Discussion
The renal nurses' experience of the FACT tool was generally a feeling of enhanced efficacy and understanding of frailty, which was directly related to a standardized process of detecting frailty among their patient population and the sense of confidence they felt as a team in being able to provide more appropriate care. Increased knowledge and understanding of frailty was identified by each nurse participant as important and associated with improved decision-making. 
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Routine identification of frailty has been effective in other nurse-led screening initiatives. [26] [27] [28] Factors contributing to a positive implementation experience included: realistic goals, clear guidelines, and an easily identifiable leader to coordinate the initiative (Box 1).
The structured implementation of the FACT was cited as a positive factor in executing the project plan, as was ongoing training and support. In contrast to frailty measures, such as the Frailty Index 18 and the Fried Frailty Score, 29 the FACT incorporates objective measures of cognitive ability. The nurses appreciated learning how to quickly identify cognitive impairment using the Mini-cog exam 19 and the Brief Cognitive Rating Scale. 20 However, nursing staff felt that the impact of the educational component was diminished by limiting the formal training to the pre-rollout phase and would have preferred to have training workshops offered on an ongoing basis throughout the initiative.
In contrast to the numeric output of a frailty index 18 or tools that use metrics unfamiliar to the patient (grip strength), the FACT tool uses metrics of everyday experience to describe each level of frailty. This is designed to establish a common language between care providers and recipients to facilitate communication. Nurse participants reported more open, informative dialog that communicated the significance of frailty with patients and families. Clear and honest communication enhanced the collaborative practice between the nursing group and the broader Renal Clinic staff by introducing a new lexicon that allowed the healthcare team to discuss frailty using a common language that conveyed frailty stages and the drivers of each stage.
Application of a grounded theory approach allowed the researchers to play an active role in the data collection process and to engage with the nurse participants by conducting interviews and inviting elaboration and clarification related to study phenomena. 23 Similar studies on nurse experience have also employed grounded theory 30 epistemology in its modern interpretation, which relaxes strict constructivism and leans more toward interpretative analysis to guide research design. Normalization process theory could also be used to achieve similar outcomes; however; there is less historical evidence of its application in nurse-focused research. 31 
study limitations
The most important limitation was the small sample size of the focus group. Because the nurse participants came from the same clinic and shared similar work roles, it is possible that health professionals from disparate clinical settings would have different experiences. Some of the focus group prompts required that the nurse participants provide retrospective data related to the initial stages of the frailty screening initiative. The 2-year interval since program inception raises the possibility of recall bias. To more fully understand the effects of this program, further research is required to compare these findings with other FACT screening initiatives in similar clinical groups.
The findings in the current study suggest that nurse participants' perceptions of frailty evaluation may be valuable for improving future nurse-led initiatives. For example, future implementation projects could have clearer role definition and identified program champions. Project stakeholders must be identified and have a role in the larger schema. Additionally, while participants did not identify patient or caregiver factors as barriers or facilitators of screening, further study is needed to understand the patient and caregiver experience of FACT screening.
A partnership between the nephrology clinic and the PATH program 13 was considered positive, as the PATH process was able to help those renal patients in whom frailty was identified. The reciprocal relationship between the 2 programs created a useful system for management of complex cases that required additional resources within the Renal Clinic setting.
Program follow-up noted that adherence to FACT screening initiative guidelines and recruitment of eligible incoming patients had reduced considerably since the time of the interviews. Although the program remains operative, the observed challenges to long-term sustainability are consistent with related literature about the implementation of research programs targeted toward nurse administration, 27,28 which describe similar issues related to permanency. This disconnect from the experiences captured during data collection was suggested to be due to periods of slow clinic flow over the summer months, as well as the time required to engage the collateral historian during FACT administration being difficult to manage amid a hectic schedule. The renal nurses themselves admitted that the initiative had dropped down in terms of clinical priority. It was implied that the nursing staff would welcome more routine contact with research staff to review the findings and to discuss the project trajectory on an ongoing basis. The nurses also expressed a preference for expert professional presence when they required support or clarification related to the FACT screening initiative.
The nurse participants suggested several process items, such as scheduled meetings between program stakeholdersnursing, research, and clinician specialists -to review and discuss progress, which might serve as an ongoing motivator. Other suggestions included increased recognition for participating in the process, improved clinic environment, and dedicated time for FACT administration and paperwork.
Conclusion
This study offers important insights into the nurses' experience with administering the FACT tool to identify frailty in a specialized outpatient renal clinic. Data analysis of a semi-structured focus group discussion with 5 nurse participants identified 4 core themes: initial hesitancy ("we were skeptical"); adaptation ("we made it work"); development ("we learned how"); and internalization ("we understand"). Initial challenges (including a perceived lack of support, uncertainty about benefit, and feasibility constraints) were gradually overcome, while confidence developed as a result of enhanced knowledge about the hitherto underappreciated subtleties and varying dimensions of frailty in older adults. Specifically, nurse participants reported that their understanding of frailty had progressed beyond mere physical indicators ("the typical frail person with the cane") to include more comprehensive (and sometimes less immediately obvious) assessments of frailty domains. Similarly, nurse participants reflected on a greater appreciation of the "big picture" with respect to their patients' health, as opposed to a strict focus on the kidney-related ailments associated with the Renal Clinic.
These results have further implications for clinical programming, particularly for similar nurse-led initiatives. The study indicates that the introduction of a systematic frailty screening tool, implemented under well-defined guidelines, can have success, but must be supervised and, even more importantly, supported to ensure long-term sustainability. Nurse participants consistently noted "lack of support" as a challenge to implementation. As such, clearly assigning the evaluation of frailty as a clinical priority using the FACT might encourage better uptake. Finally, based on experiences identified by the nurse participants themselves (in particular the adaptation and development themes), a focus on training, education, and professional development would likely enhance implementation and prevent the FACT tool from being seen as simply another task, or "make-work project". The nurse participants' positive attitudes stemmed from their ability to incorporate the FACT tool to improve their own interaction with, and understanding of, their patients; rather than merely collecting additional data with no clear practical and immediate benefit.
